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Ucar and Nisanci: Are Faith-based, Long-term Care Nonprofit Organizations More Effective? A Survey Study of Nursing Homes in Virginia

INTRODUCTION AND PROBLEM STATEMENT
As faith-based organizations (FBOs) continue to establish themselves as actors
in the public arena, the importance of studying their impact on public policy
grows.1 There are a number of aspects to the debate on the faith-based
provision of social services. An important dimension of the controversy lies in
the effectiveness of these organizations when compared to those with a secular
orientation.2
The government alone cannot solve the social problems of our time.
Implementing public policy decisions requires the government to form more
partnerships with and get commitments from outside organizations. Having
realized this, the administration of President George W. Bush hoped to give a
larger role to faith-based organizations in delivering social services.3
Determining the effectiveness of FBOs is vital in assessing the future
role of religious organizations in delivering government-funded services. As
the federal government focuses more energy and resources on FBOs,
policymakers must ensure that these organizations are meeting certain
standards.4 Government program directors work to consider which service
1

Fredrica D. Kramer et al., Faith-Based Organizations Providing Employment and Training
Services: A Preliminary Exploration (Washington DC. The Urban Institute, 2002), 1-2; see
also, Sheila S. Kennedy and Wolfgang Bielefeld, “Government Shekels without
Government Shackles: The Administrative Challenges of Charitable Choice,” Public
Administrative Review, 62(1) (2002), 4-11; and Robert L. Fischer, “The devil is in the
details: Implementing outcome measurement infaith-based organizations,” Nonprofit
Management & Leadership, 15(1) (2004), 25–40.
2
Mary J. Bane et al., Who Will Provide?: The Changing Role of Religion in American Social
Welfare (Colorado: West View Press, 2000), 115; see also, Manhattan Institute, “Objective
Hope: Assesing the Effectiveness of Faith-Based Organizations – A Review of the
Literature,” ed. Byron R. Johnson, Center for Research on Religion and Urban Civil Society,
http://www.manhattaninstitute.org/pdf/crrucs_objective_hope.pdf (accessed September 11,
2015); Kevin Kearns et al., “Comparing Faith-Based and Secular Community Service
Corporations in Pittsburgh and Allegheny County, Pennsylvania,” Nonprofit and Voluntary
Sector Quarterly, 34(2) (2005), 206-231; and Richard Hula et al., “Mixing God’s Work and
the Public Business: A Framework for the Analysis of Faith-Based Service Delivery,”
Review of Policy Research, 24(1) (2007), 67-89.
3
John P. Bartkowski and Lelen A. Regis, Charitable Choices: Religion, Race, and Poverty
Relief in the Post Welfare Era (New York: New York University Press, 2003), 1-27; see
also, Wineburg, J. Robert, A limited partnership: The politics of religion, welfare, and social
service (New York: ColumbiaUniversity Press, 2001), 1-20; Mark Chaves and William
Tsitsos, “Congregations and Social Services: What They Do, How They Do It, and with
Whom,” Nonprofit and Voluntary Sector Quarterly, 30(4) (2001): 660–83; and James R.
Vanderwoerd, “How Faith-Based Social Service Organizations Manage the Secular
Pressures Associated with Government Funding,” Nonprofit Management and Leadership,
14(3) (2004), 239-262.
4
Mark Chaves, “Religious Congregations and Welfare Reform: Who Will TakeAdvantage of
'Charitable Choice?,” American Sociological Review, 64 (1999) 836- 46; see also, Stephen
V. Monsma and J. Christopher Soper, Faith hope and jobs: Welfare-to-work in Los Angeles,
(Washington, DC: Georgetown University Press, 2002), 7-10.
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provider organizations will receive federal funds and grants. To perform this
task, they must track the record of the service providers, based on performance
and effectiveness criteria.5 This study utilizes comparative data in an effort to
bring to light the effectiveness of a segment of faith-based organizations in the
healthcare sector. By using data sets, based on the criteria established by the
Center for Medicare and Medicaid Services (CMS), we will be in a better
position to determine the effectiveness of services and service providers in
nursing homes in the state of Virginia, USA.6
This research is governed by the following two questions:
1) Are nonprofit, faith–based nursing homes more effective in
providing Medicare and Medicaid services compared to their
secular nonprofit and for-profit counterparts?
2) Are more religious nursing homes, regardless of ownership type
affiliation, more effective in providing Medicare and
Medicaid services compared to their less religious
counterparts?
This study attempts to measure the potential role of organizational
religiosity in nursing homes’ performance in the state of Virginia. Through
this research, the effectiveness of nonprofit, faith-based, nursing homes are
compared to secular private, secular nonprofit and government nursing homes
in the same sector that is in the provision of Medicare and Medicaid services.
In this research, the following hypotheses are examined: Religion related
(church-affiliated) nursing homes are more effective than their secular
counterparts in improving their long-stay and short-stay patients’ physical and
mental health. Regardless of ownership type affiliation, more religious nursing
homes are more effective than their less religious counterparts in improving
their long-stay and short-stay patients’ physical and mental health. Religion
related (church-affiliated) nursing homes are more effective than their secular
counterparts in CMS health inspection deficiency results. Regardless of
ownership type affiliation, more religious nursing homes are more effective
than their less religious counterparts in CMS health inspection deficiency
results.

5

Stephen V. Monsma, When Sacred & Secular Mix: Religious Nonprofit Organizations and
Public Money (New York, NY. Lanham: Rowman & Littlefield Publishers, Inc., 1996), 109147; see also, Margaret Gbelman and Sheldon R. Gelman, “Should We Have Faith in FaithBased Social Services? Rhetoric versus Realistic Expectations,” Nonprofit Management and
Leadership, 13 (1) (2002), 49-65.
6
Arthur E. Farnsley II, “Can Faith-Based Organizations Compete?” Nonprofit and Quarterly
Sector, 30 (1) (2001), 99-111; see also, Ash Institute for Democratic Governance and
Innovation, “Faith-Based Organizations versus Their Secular Counterparts: A Primer for
Local Officials,” ed. Stephen Goldsmith et al., John F. Kennedy School of Government
Harvard University, http://www.innovations.harvard.edu/sites/default/files/11120.pdf
(accessed September 12, 2015).
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POTENTIAL ROLE OF RELIGION AND EFFECTIVENESS OF FAITH-BASED
ORGANIZATIONS
At this point, it will be helpful and appropriate to define religion before
discussing the potential role of religion in effectiveness of faith-based
organizaitons. McCullough and Willoughby7 followed James8 and Pratt9 in
defining religion as cognition, affect, and attitudes that take reference from
consciousness of supernatural power(s), or perception of interacting with
higher power(s) that are perceived to play a substantial role not only in
individual’s way of thinking and acting but also in human interactions. Based
on this description, the words ‘religion’ and ‘faith’ are used in this study to
refer to organized religions, not spirituality of individuals or organizations.
Studies have attempted to measure psychological and behavioral
components of religious beliefs in a variety of ways, such as strength of
commitment to a particular faith and its behavioral outcomes, belief in the
existence of a god or higher power and its influence on an individual's
psychological state; i.e., coping, motivational outcomes of engagement with
supernatural entities etc.10
Most of the research has not focused on the religious character of
organizations, but their performance as faith affiliated service providers.
Without knowing the role of religion in the program and service provided, the
approach to find out effectiveness based on a name affiliation is incomplete.
To document the possible role of religion in service provided is not an easy
task to fulfill. It is time consuming and costly to collect data. It is usually
beyond the ability of researchers who study in the area of public policy. Lack
of reliable data sources and difficulty of collecting data are substantial
constraints for researchers to measure the role of religion in performance of

Michael E. McCullough and Brian L.B.Willoughby, “Religion, Self-Regulation, and SelfControl: Associations, Explanations, and Implications.” Psychological Bulletin. Vol. 135,
No. 1 (2009), 69–93.
8
William James, The varieties of religious experience, (New York: Penguin, 1958), 52-81.
9
James B. Pratt, The religious consciousness: A psychological study, (New York: Macmillan,
1934), 2-21.
10
Lynda H. Powell et al., “Religion and spirituality: Linkages to physical health. American
Psychologist, 58(1) (2003), 36–52; see also, Harold G. Koenig and Harvey J. Cohen, The
link between religion and Wealth: Psychoneuroimmunology and the faith factor (Oxford,
England: Oxford University Press, 2002), 11-30, 43-68; Christian Smith, “Theorizing
Religious Effects among American Adolescents,” Journal for the Scientific Study of
Religion, 42(1) (2003), 17-30; Rodney Stark and William S. Bainbridge, Religion,
Deviance, and Social Control, (New York and London. Routledge, 1998), 11-23, 67-75, 8184, 129-134; Christopher G. Ellison et al., “Does Religious Commitment Contribute to
Individual Life Satisfaction?” Social Forces, 68(1) (1989); 100-123; and Mark D. Regnerus,
“Religion and Positive Adolescent Outcomes: A review of Research and Theory,” Review
of Religious Research, 44(4) (2003), 394-413.
7
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service providers.11 More importantly, the secular ideology’s reliance on
science and research has ignored the possible role of faith in service provision
for a long time. Faith has been seen as a personal matter that cannot be the
subject of research, particularly in policy matters.12 The subject, for the most
part, had been ignored by researchers until the enactment of the Charitable
Choice Initiative, which is The Personal Responsibility and Work Opportunity
Reconciliation Act (PRWORA) that was signed into law by President Clinton
in 1996. Section 104 of the act contained the Charitable Choice provision,
which allowed faith-based organizations (FBOs) to compete for federal and
state grants without altering their religious beliefs or practice, while setting up
a partnership with government in delivering social services.13 With the
Charitable Choice Initiative, faith-based organizations gained a legal ground
to collaborate with government agencies in delivering social welfare policies.
The Charitable Choice Initiative was signed into law under the assumption
that the "army of compassion" does a better job than traditional secular
organizations in delivering social services, especially in serving those who are
hard to serve.14 Therefore, to ascertain whether religious affiliation makes any
11

Kristin M. Ferguson et al., Outcomes evaluation in faith-based social services: Are we
evaluating faith accurately? Research on Social Work Practice, 17(2) (2006), 264–276; see
also, Mark Ragan, The Rockefeller Institute, “Faith-Based vs. Secular: Using Administrative
Data to Compare the Performance of Faith-Affiliated and other Social Service Providers,”
ed. Mark Ragan, The Roundtable on Religion and Social Welfare Policy,
http://www.rockinst.org/pdf/faith-based_social_services/2004-12-faithbased_vs_secular_using_administrative_data_to_compare_the_performance_of_faithaffiliated_and_other_social_service_providers.pdf (accessed September 12, 2015); Sheila
Suess Kennedy and Wolfgang Bielefeld, Charitable Choice: First results from three
states,(Indiana University, Center for Urban Policy and the Environment, 2003), 138-140;
and Robert L. Fischer, “The devil is in the details: Implementing secular outcome
measurement methods in faith-based organizations,” Nonprofit Management and
Leadership, 15(1), (2004), 25-40.
12
Christian Smith, Disruptive Religion: The Force of Faith in Social Movement Activism,
(New York, NY Routledge, 1996), 1-20; also see, Laurence R. Iannaccone, “The
consequences of religious market structure: Adam Smith and the economics of religion,”
Rationality and Society, 3(2) (1991), 156-177; Laurence R. Iannaccone, “Voodoo
Economics? Reviewing the rational choice approach to eligion,” Journal for the Scientific
Study of Religion, 34(1) (1995), 76-89.
13
Nancy T. Ammerman, “Still Gathering after All These Years: Congregations in U.S.Cities."
in Can Charitable Choice Work?, ed. Andrew Walsh, (Hartford, Conn.: The Leonard E.
Greenberg Center for the Study of Religion in Public Life, 2001), 6-22; also see, John P.
Bartkowski and Helen A. Regis, Charitable Choices: Religion, Race, and Poverty Relief in
the Post-Welfare Era, (New York: New York University Press, 2003), 1-9; Robert J.
Wineburg, A limited partnership: The politics of religion, welfare, and social service, (New
York: Columbia University Press, 2001), 1-20; and Mark Chaves, “Religious Congregations
and Welfare Reform: Who Will TakeAdvantage of 'Charitable Choice?” American
Sociological Review, (1999) 64: 836-46.
14
Bulent Ucar, “Effectiveness of religion-affiliated nonprofit organizations in social services:
A survey study of nursing homes in Virginia” (PhD diss., Virginia Commonwealth
University, Richmond, Virginia, 2011), 82.
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difference in the performance of social service providers, studies have focused
primarily on the organizations and programs that provide services to hard-toserve people, such as prisoners, homeless, drug or substance abusers,
unemployed, adolescents, and etc.15
With the momentum that the Charitable Choice Initiative created,
researchers and policy makers alike started to pay closer attention to this area
of healthcare in recent times. The interest, clearly, is about whether FBOs are
effective in their service delivery. Having sufficient knowledge of
performance of FBOs that are in healthcare related services may produce
beneficial outcomes for both community health and the healthcare sector in
general.16 If religion-infused service providers perform better, then their
secular counterparts may benefit from that particular approach as well.
Although the Charitable Choice Initiative has prompted researchers’
attention to faith-based service providers, FBOs’ activities in healthcare
related services, in particular, have a long history in the United States. FBOs
host a variety of health promotion programs in areas such as screening for and
management of high blood pressure, weight loss, general health education,
diabetes, smoking cessation, cancer prevention, nutritional guidance, geriatric
care, mental healthcare, substance abuse programs, and long term care.17

Stephen V. Monsma, “Nonprofit and faith-based welfare-to-work programs,” Society, 40(2)
(2003), 13–18; also see, Sheila Suess Kennedy and Wolfgang Bielefeld, Government
Shekels without Government Shackles: The Administrative Challenges of Charitable
Choice. Public Administrative Review, 62(1) (2002), 4-11; Manhattan Institute, “Objective
Hope: Assesing the Effectiveness of Faith-Based Organizations – A Review of the
Literature,” ed. Byron R. Johnson, Center for Research on Religion and Urban Civil Society,
http://www.manhattaninstitute.org/pdf/crrucs_objective_hope.pdf (accessed September 11,
2015); and Ram A. Cnaan and Stephanie C. Boddie, “Setting the context: Assessing the
effectiveness of faith-based social services,” Journal of Religion and Spirituality in Social
Work, 25(3/4) (2006) 5–18.
16
Robert L. Ferrer, “Within the system of no-system,” JAMA, (2001), 286 (20):2513–2514.
17
Stephen B. Thomas et al., “The characteristics of northern black churches with community
health outreach programs,” American Public Health, 84(4) (1994), 575–579; also see,
Linette C. Wilson, “Implementation and evaluation of church-based health fairs,” Journal of
Community Health Nuring, 17(1) (2000),39–48; Eva D. Smith et al., “Church-based
education: Anoutreach program for African Americans with hypertension,” Ethnicity
Health, 2(3) (1997),243–253; Shiriki K. Kumanyika and Janne B. Charleston, “Lose weight
and win: A church-based weight loss program for blood pressure control Among black
women,” Patient Education Counseling, 19(1) (1992), 19–32; John B. Schorling et al., “A
trial of church-based smoking cessation interventions for rural African Americans,”
Preventive Medicine, 26(1) (1997), 92–101; Jo Anne L. Earp and Valerie L. Flax, “What lay
health advisors do: an evaluation of advisors’ activities,” CancerPractice, (1999),7: 16–21;
Naihua Duan et al., “Maintaining mammography adherence through telephone counseling in
a church-based trial,” American. Journal of Public Health, (2000), 90:1468–1471; Donna T.
Davis, “The urban church and cancer control: A source of social influence in minority
communities,” Public Health Rep., (1994),109:500–506; Marie E. Cowart et al., “Health
promotion for older rural African Americans: Implications for social and public policy,”
Journal of Applied Gerontology, (1995), 14:33–46; and Mark J. DeHaven et al., “Health
15
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The type of ownership and affiliation might be important in terms of
how a service is provided.18 White et al.,19 studied Catholic hospital service
offerings to ascertain whether Catholic ownership mattered. The study
revealed that Catholic hospitals offered more compassionate care services than
for-profit hospitals, and government owned hospitals. The study also noted
that there was an isomorphism among Catholic hospitals and other nonprofit
hospitals in terms of the number of compassionate, stigmatized and access
services provided.
A study that examined the health promotion and disease prevention
activities of FBOs found that faith-based programs can improve health
outcomes. DeHaven et al.,20 reviewed the published literature on health
programs in FBOs to determine the effectiveness of religiously affiliated
programs. After a systematic review of inclusion and exclusion processes,
researchers examined 53 related articles that reported program effects.
Overall, they found significant effects in their review of the literature. In
particular, they identified that FBOs are effective in reducing cholesterol and
blood pressure levels, weight, and disease symptoms, and increases in the use
of mammography and breast self-examination. Authors concluded that there
was a need for more research that evaluates FBOs’ program outcomes in
healthcare.
programs in faith-based organizations: Are they effective?,” American Journal of Public
Health, 94, (2004),1030–1036.
18
Avner Ben-Ner and Ting Ren, “Does Organization Ownership Matter? Structure
andPerformance in For-profit, Nonprofit and Local Government Nursing Homes” (paper
presented at the anual conference of Alfred P. Sloan Foundation’s Industry Studies in
Boston, MA, May 1-2, 2008), http://web.mit.edu/is08/pdf/Ben- Ner%26RenNH08.pdf
(accessed September 12, 2015); also see, Kenneth R. White et al., “Hospital Service
Offerings: Does Catholic Ownership Matter?” Healthcare Management Review, 31(2)
(2006), 99-108; Mark J. Salling, “The Role of Faith-Based Organizations in Providing social
and Health Services to Cleveland’s Ward 17 Community,” The Journal of the Center for
Community Solutions, 60(3) (2007), 1-4; Anna A. Amirkhanyan et al., “FaithBasedAssumption about Performance: Does Church Affiliation Matter for Service Quality
and Access?” Nonprofit and Voluntary Sector Quarterly, 38 (3) (2009); 490-521; Mark J.
DeHaven et al., “Health programs in faith-based organizations: Are they effective?,”
American Journal of Public Health, 94, (2004),1030–1036; Mark Ragan, The Rockefeller
Institute, “Faith-Based vs. Secular: Using Administrative Data to Compare the Performance
of Faith-Affiliated and other Social Service Providers,” ed. Mark Ragan, The Roundtable on
Religion and Social Welfare Policy, http://www.rockinst.org/pdf/faithbased_social_services/2004-12-faithbased_vs_secular_using_administrative_data_to_compare_the_performance_of_faithaffiliated_and_other_social_service_providers.pdf (accessed September 12, 2015); and
William Luksetich et al., Organizational Form and Nursing Home Behavior. Nonprofit and
Voluntary Sector Quarterly, 29(2) (2000), 255-279.
19
Kenneth R. White et al., “Hospital Service Offerings: Does Catholic Ownership Matter?”
Healthcare Management Review, 31(2) (2006), 99-108.
20
Mark J. DeHaven et al., “Health programs in faith-based organizations: Are they
effective?,” American Journal of Public Health, 94, (2004),1030–1036.
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Amirkhanyan et al.,21 studied relative performance of faith-based
nursing homes to secular nursing homes that provided services throughout the
United States. The study found no significant differences between churchrelated nursing homes and secular nursing homes. However, Ragen22 found
faith-affiliated nursing homes were more effective on some accounts, such as
inspection deficiencies and complaint deficiencies. His empirical evaluation
indicates that faith-based nursing homes have six percent fewer inspection
deficiencies and 23 percent fewer complaint deficiencies compared to other
nonprofit nursing homes throughout the country.
Parish nursing programs’ impact on faith communities was examined
in a qualitative research in southwest Idaho.23 After extensive interviews,
review of documents, and on-site observations, the researcher concluded that
collaboration between faith communities and health organizations were
successful in terms of attaining specific health goals, integrating faith and
health practices, promoting health, increasing accessibility to healthcare and
congregational activities, and contributing positively to the quality of life in
congregations and the larger community.
An evaluation of economic efficiency of nonprofit nursing homes
conducted in Texas found no difference in the quality of care provided among
nonprofit nursing homes.24 The study found private secular nonprofit nursing
homes to be the most cost-efficient, followed by religiously affiliated, then
government-run nursing homes.
Reviews of nursing literature indicate that there is a high level of
interest in religion and spirituality in various nursing specialties and the
nursing profession has recognized that spirituality plays an important role
when people are faced with health problems. Studies have documented that
nurses usually incorporate spirituality in their personal and professional life,
participate in religious activities and services, and an overwhelming majority
pray privately for their patients. Furthermore, studies indicate that nurses
make the vast majority of patient referrals to hospital chaplains with 88

Anna A. Amirkhanyan et al., “Faith-BasedAssumption about Performance: Does Church
Affiliation Matter for Service Quality and Access?” Nonprofit and Voluntary Sector
Quarterly, 38 (3) (2009); 490-521.
22
Mark Ragan, The Rockefeller Institute, “Faith-Based vs. Secular: Using Administrative
Data to Compare the Performance of Faith-Affiliated and other Social Service Providers,”
ed. Mark Ragan, The Roundtable on Religion and Social Welfare Policy,
http://www.rockinst.org/pdf/faith-based_social_services/2004-12-faithbased_vs_secular_using_administrative_data_to_compare_the_performance_of_faithaffiliated_and_other_social_service_providers.pdf
23
Ingrid Brudenell, “Parish nursing: Nurturing body, mind, spirit, and community,” Public
Health Nursing, 20(2) (2003), 85-94.
24
Kris Joseph Knox et al., “Comparative Performance and Quality Among Nonprofit Nursing
Facilities in Texas,” Nonprofit and Voluntary Sector Quarterly, 35(4) (2006), 631-667.
21
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percent of referrals, followed by 8 percent from physicians and 4 percent from
social workers.25
DATA SETS AND METHOD
This reasearch is based on two different types of data. Firstly, the data
measuring the effectiveness of nursing homes were collected by the Center for
Medicare and Medicaid (CMS). This data includes inspection outcomes for
the nursing homes as institutions, as well as patient outcomes. For the purpose
of this research, effectiveness of faith-based nursing homes is measured by
comparing CMS inspection outcomes and patient outcomes for FBOs with
their secular counterparts, which includes government nursing homes,
nonprofit secular nursing homes and for-profit nursing homes. For the final
anlaysis, CMS' data sets are correlated to the organizational religiosity
questionnaire data, which was collected from all CMS certified nursing homes
by the researchers of this study in the state of Virginia (VA), USA.
Two data sets are mainly utilized in the process of measuring relative
effectiveness of religiously affiliated nursing homes in Virginia: Secondary
data that is collected by Centers for Medicare and Medicaid Services (CMS)
on a regular basis, and survey data that was collected from all nursing homes
registered with CMS in Virginia. The main data sets for this study come from
CMS. It should be indicated that there are two different measurement
categories in CMS’ data sets that are collected from all registered nursing
homes throughout the country. The first data set is known as Resident
characteristics - data regarding residents’ physical and clinical conditions and
abilities are collected at specified intervals by nursing homes. This data
provides us with a tool to measure patient outcomes. The data is known as
Online Survey, Certification and Reporting (OSCAR) data, which is reported
by nursing home administrations via online submission. The second set of data
collected is Inspection deficiencies, which includes some types of inspection
deficiencies and complaint deficiencies. This data set helps us to understand
how well a nursing home is managed. Inspection deficiencies have the
potential to affect patient outcomes and overall performance of a particular
nursing home. Trained federal government inspectors visit each nursing home
to review the quality of care, inspect medical records, interview caregivers and
administrators, and talk to residents and their families about their care.
Inspections include measures items such as, Mistreatment Deficiencies,
Quality Care Deficiencies, Resident Assessment Deficiencies, Resident Rights
Deficiencies, Pharmacy Service Deficiencies, Environmental Deficiencies,
Nutrition Deficiencies and Administration Deficiencies.
25

Shelley D. Kilpatick et al., “A Review of Spiritual and Religious Measures in Nursing
Research Journals: 1995-1999,” Journal of Religion and Health, 44(1) (2005), 55-66; also
see, Elizabeth J. Taylor et al., “Spiritual Care Practices of Oncology Nurses,” Oncology
Nursing Forum, 22(1) (1995), 31–39; and Harold Koenig et al., “Religious perspectives of
doctors, nurses, patients and families,” Journal of Pastoral Care, 45(3) (1991), 254–267.
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Survey data and secondary data sets, dependent variables (DVs),
independent variables (IVs) and control variables (CVs) in this study are
described in detail in three separate tables below.
Table 1: Dependent Variables, Their Definitions and Sources
Dependent Variables (DVs)

Definitions and sources

Resident Characteristics
(Resident characteristics are
measured based on two
separate categories of
measurement.)

Data regarding residents’ physical and clinical conditions
and abilities are collected at specified intervals by
nursing homes. This data provides us with the tool to
measure patient outcomes. After eliminating two
variables, there are 17 variables included in this measure.

Chronic Care Quality Measure

The data is known as Online Survey, Certification and
Reporting (OSCAR) data, which nursing home
administrations report via online submission.

(This variable includes quality
measures of the following;
Percent of long-stay residents
given influenza vaccination
during the flu season, Percent of
long-stay residents who were
assessed and given pneumococcal
vaccination, Percent of residents
whose need for help with daily
activities has increased, Percent
of high-risk residents who have
pressure sores, Percent of lowrisk residents who have pressure
sores, Percent of residents who
were physically restrained,
Percent of residents who are
more depressed or anxious,
Percent of low-risk residents who
lose control of their bowels or
bladder, Percent of residents who
have/had a catheter inserted and
left in their bladder, Percent of
residents who spent most of their
time in bed or in a chair, Percent
of residents whose ability to move
about, in, and around their room
got worse, Percent of residents
with a urinary tract infection,
Percent of residents who lose too
much weight.)

The National Quality Forum (NQF) recommends and
CMS endorses two categories of nursing home quality
indicators. These indicators target both the chronic and
post-acute care populations served by nursing homes.
CMS (2010) describes these two categories separately.

Published by Digital Commons@DePaul, 2015

First Category:
“Chronic care (CC) refers to those types of patients who
enter a nursing facility typically because they are no
longer able to care for themselves at home. These
patients (or residents) tend to remain in the nursing
facility anywhere from several months to several years.
The chronic quality measures were calculated on
residents with a full or quarterly MDS (Minimum Data
Set) in the target quarter.” The original CMS data has 14
characteristics under Chronic Care Quality Measures.
OSCAR data only gives percentages up to 90% and any
score above 90 percent (90 +) is coded as 90%. Since the
variance and range of all of these percentages vary
greatly, fractional rank percentages, which take each
case’s percentile rank in the distribution of a variable
which is bacially very similar to reporting z-scores in the
form of percentiles was chosen to compute these 6 out of
13 variables into one variable because only 6 of these
variables constituted a reliable scale. That is to say, if a
nursing home has the higest score in one of these items it
is assigned the value of 100 and if it has the lowest score
it is assigned a value of one. At the end, these fractional
rank percentiles are added upinto a new variable and the
total score is divided by the number of items included in
the calculation of the new variable. OSCAR provides
“Chronic Care Quality Measures” of the last quarter and
the average of the last 3 quarters. Since, the data for the 3

9
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quarters provides information about more nursing homes
and since CMS also uses data collected in the last 3
quarters data in their nursing home compare web site,
this data is used to calculate the “Chronic Care Quality
Measure” variable.
This study utilizes the CMS chronic care quality measure
data between the dates of 1 / 1 / 2010 through 9 / 30 /
2010

Post –acute Quality Measure

(This variable includes quality
measures of; Percent of shortstay residents given influenza
vaccination during the flu season,
Percent of short-stay residents
who were assessed and given
pneumococcal vaccination,
Percent of short-stay residents
with delirium, Percent of shortstay residents with pressure
sores.)

Inspection Outcomes
Health Inspection Deficiency
(Includes eight subcategories that
are measured in annual health
inspection. The eight categories
are: Mistreatment Deficiencies,
Quality Care Deficiencies,
Resident Assessment Deficiencies,
Resident Rights Deficiencies,
Pharmacy Service Deficiencies,
Environmental Deficiencies,
Nutrition Deficiencies and
Administration Deficiencies.)

Second Category:
The second category of patients is described as “Postacute care (PAC), which refers to those types of patients
who are admitted to a facility and typically stay less than
30 days. They are also referred to as “short-stay
residents.” These admissions typically follow an acute
care hospitalization and involve high-intensity
rehabilitation or clinically complex care. The post-acute
QMs were calculated on any patients with a 14-day PPS
MDS in the last six months.” The original CMS data has
five characteristics under Post-acute Quality Measures.
Post-acute quality measures are calculated in a way the
chronic care quality measure variables are calculated in
this study.The variable is created by computing 4 items
which constituted a reliable scale. This study utilizes the
CMS post-acute quality measure data between the dates
of 10 / 1 / 2009 through 9 / 30 / 2010.
The information is gathered by inspectors who do site
visits and make sure that Medicare’s minimum quality
standards are met. Over 180 different items are included
in the health inspection process, but not all of these items
are presented in the data set that is available for public
use. Health inspections take place once a year on
average, but inspections may be conducted more often if
a nursing home is performing poorly. This is the only
source of information that comes from trained inspectors
who visit each nursing home to review the quality of
care, inspect medical records, interview caregivers administrators and talk to residents and, their families
about their care. Federal surveyors monitor the state
surveyors’ work to enforce compliance with national
standards in their work.
Eight health inspection deficiencies are used in
measurement for this study since the other inspection
deficiencies (Fire and Safety Deficiencies and Complaint
Deficiencies) did not apply or are not observed in
sufficient numbers to allow statistically significant
analysis at nursing homes in the state of Virginia.
OSCAR’s starring system is used to weight the scope
and severity of each inspection deficiency. Therefore,
each inspection deficiency was assigned a value based on
its scope and severity. Since many of the nursing homes
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have more than one inspection deficiencies, these scores
are computed into a new variable to determine the total
health inspection deficiency scores. Only the deficiencies
found in the last visit of nursing homes are included in
the calculation of this variable. The oldest of these visits
was in June 2008 and the latest one was in March,
2011.Therefore, health inspection deficiency data in this
study covers dates between 2008 and 2011.

Table 2: Independent Variables, Their Definitions and Sources
Independent Variables (IVs)

Definitions, sources of data and data coding

Church-related nursing homes

This independent variable groups nursing homes based on
their church or religious entity affiliation. The survey
questionnaire for this study has a question inquiring
directly into the type of ownership of nursing homes in the
state of Virginia. Also, CMS' OSCAR data provides info
about each nursing home's affiliation. These two data sets
are compared based on their accuracy. This data is coded
‘1’ or ‘0’. The church-related nonprofit nursing homes
variable is included in the regression modal as a measure
of the type of ownership. Since this research particularly
compares church-related nursing homes to all other types
of nursing homes, other dummy coded type of ownership
variables are used for data exploration purposes.
This variable groups nursing homes based on their
affiliation-ownership type. The survey questionnaire for
this study has a question inquiring directly into the type of
ownership of nursing homes in the state of Virginia. This
data is coded ‘1’ or ‘0’.
This independent variable groups nursing homes based on
their affiliation-ownership type. The survey questionnaire
for this study has a question inquiring directly into the
type of ownership of nursing homes in the state of
Virginia. This data is coded ‘1’ or ‘0’.
This variable groups nursing homes based on their
affiliation-ownership type. The survey questionnaire for
this study has a question inquiring directly into the type of
ownership of nursing homes in the state of Virginia. This
data is coded ‘1’ or ‘0’.
Overall organizational religiosity of nursing homes.
Survey data that was collected for this study is coded as 1
= yes and 0 = no answers. A scale of religiosity ranging
from 0 to 18 is created by combining and computing these
18 variables into one variable. Higher scores in this scale
indicate higher levels of religiosity.

For-profit nursing homes

Secular nonprofit nursing homes

Government nursing homes

Organizational religiosity
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Table 3: Control Variables, Their Definitions and Sources
Control Variables (CVs)

Definitions, sources of data and data coding

Number of residents for each
nursing group
Occupancy rate for each
nursing group
Hospital affiliation

Total number of residents for each group. The source of
data is CMS' OSCAR data sets.
The total number of beds is divided by the total number of
residents. The source of data is CMS' OSCAR data sets.
This control variable indicates whether the nursing home is
hospital affiliated. Coded as 1= Located within a hospital,
and 0= Not located within a hospital. The source of data is
CMS' OSCAR data sets.
Organizational network affiliation verses independence is
taken into account. Coded as 1=yes and 0=no. The source
of data is CMS's OSCAR data sets.
Each nursing home's share of all occupied beds in a county
is used to calculate the Herfindahl Index. Squares of the
shares of each nursing home in a given county are added
and multiplied by 100 to find the Herfindahl index score of
each county. For example, if there are two nursing homes
in a county and the first nursing home hosts 80 percent
(0.8) of all of the nursing home residents in the county and
the second one hosts the remaining 20 percent (0.2),
Herfindalh index is calculated as follows:
[(0.8 * 0.8) + (0.2*0.2) = 0.68] and [0.68 *100 = 68]
Herfindalh index ranges from 0 to 100, in which higher
scores indicate higher levels of market concentration and
vice versa. The source of data is CMS' OSCAR nursing
homes compare data.
This control variable is the level of poverty (proportional)
at the county level. US. Census website (www.census.gov)
provides estimated county level poverty data from the
American Community Survey. Data for the year 2009 was
used for this research. This data gives the percentages of
the total population of counties that have income levels
below the official poverty thresholds.
Provides information about the presence of organized
resident groups or family-led groups that have a say in a
nursing home. Coded as 1=yes and 0=no. The source of
data is CMS' OSCAR data sets.
This control variable provides information about type of
reimbursement for a nursing home in terms of payment
type by patients. The source of data is CMS data sets.
This control variable provides information about type of
reimbursement for a nursing home in terms of payment
type by patients. The source of data is CMS data sets.
This control variable provides information about private
payment method for a nursing home in percentage. The
source of data is CMS data sets.

Chain affiliation

Market concentration
(herfindahl) index

Poverty (county level)

Presence of organizational
resident group

Percentage of Medicare
reimbursed patients
Percentage of Medicaid
reimbursed patients
Percentage of privately paid
patients
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Staffing hours

This control variable provides information about ratio of
total nursing staffing hours to resident per day. “Total staff
hours” was calculated by adding the numbers of (1) RN,
(2) LPN/LVN and (3) CNA hours per resident per day. The
source of data is CMS's OSCAR staffing data.

THE SURVEY
The survey questionnaire that was conducted for this study in the
nursing homes in Virginia does not intend to measure performance; it rather
intends to discover the degree of religiosity levels in all nursing homes.
Credible research has tried to measure organizations' religiosity in three
aspects: 1) involvement of religion in service provided, 2) staff religiosity and
3) organizational religious affiliation (such as board members affiliation,
church affiliation of institution, management's religious affiliation, religious
wording of the mission statement, etc.). Therefore, the questionnaire for this
study is prepared to measure these three aspects of nursing homes in
Virginia.26 Furthermore, the questionnaire seeks answers to subjects, such as,
the source of finance, the administration’s service philosophy, the hiring
philosophy, presence of any religious element in service delivery, presence of
a chaplain on the staff payroll, any statue or symbol of any religion or sect
displayed explicitly in the nursing home and any religious activity that
involves nursing home staff and residents. The questionnaire was intended to
be as short as possible so as to increase the chance of response rate by
minimizing the amount of time that the responder must spend on answering
vital questions for the purpose of this study only.
At this point, it will be helpful to discuss the survey data collection
process. All of the 287 CMS-registered nursing homes in Virginia were
contacted for the purpose of this research. The majority of nursing homes were
26

Susan M. Chambre, “The changing nature of “faith” in faith-based organizations:
Secularization and ecumenicism in four AIDS organizations in New York City,” The Social
Service Review, 75(3) (2001), 435; also see, Sheila Suess Kennedy and Wolfgang Bielefeld,
“Government Shekels without Government Shackles: The Administrative Challenges of
Charitable Choice,” Public Administrative Review, 62(1) (2002), 4-11; United States
Government Accountability Office, “Faith-Based and Community Initiative – Improvements
in Monitoring Grantees and Measuring Performance Could Enhance Accountability,”
Prepared in June 2006, http://www.gao.gov/new.items/d06616.pdf (accessed September 12,
2015); Eliza Newlin Carney, “Leap of Faith,” Government Executive, June 1, 2003, 35, no:
7: 52; Stanley Carlson-Thies, “Implementing the faith-based initiative,” The Public Interest /
Spring 2004; Ronald J. Sider and Heidi Rolland Unruh, “Typology of Religious
Characteristics of Social Service and Educational Organizations and Programs,” Nonprofit
and Voluntary Sector Quarterly, 33(1) (2004), 109-134; Steven R. Smith and Michael R.
Sosin, “The varieties of faith-related agencies,” Public Administration Review, 61,(2001)
651–670; and Manhattan Institute, “What Works: Comparing the Effectiveness of Welfareto-Work Programs in Los Angeles.,” ed. Stephen V. Monsma and J. Christopher Soper,
Center for Research on Religion and Urban Civil Society, What Works: Comparing the
Effectiveness of Welfare-to-Work Programs in Los Angeles. www.manhattaninstitute.org/pdf/crrucs_what_works.pdf (accessed September 13, 2015).
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contacted by phone and e-mail requesting a response for the survey
questionnaire. Some of the nursing homes were contacted first by phone and
then by fax. Several nursing homes were visited by surveyors, who included
this researcher and two other surveyors. The surveys were completed in three
ways, manually on the hard copy questionnaire when nursing homes were
visited, by e-mail and via fax. The data collected by hard copy questionnaire
and fax was manually registered. E-mail surveys were automatically registered
on a paid service provider web site. Total time spent for the survey data
collection was six and a half weeks.
DATA MEASUREMENT
The CMS nursing home data is measured in two different categories:
Resident characteristics and Inspection deficiencies. Resident characteristics
included data regarding residents’ physical and clinical conditions and abilities
are collected and submitted to state and federal government at specified
intervals by nursing homes. Characteristics include such items as "residents
who were physically restrained" and "residents who were more depressed or
anxious." Inspection deficiencies data includes some types of inspection
deficiencies and complaint deficiencies. The CMS data sets originally include
19 resident characteristics. However, two study characteristics are eliminated
for the purpose of this study. The two variables are: Percent of residents who
have moderate to severe pain and the percent of short-stay residents who had
moderate to severe pain. These eliminations bring the number of subcategories that will be collapsed into two resident characteristics down to 17.
The reason for the elimination of these two variables is based on CMS’
explanation of the variables. As CMS indicates, comparing these two
variables’ percentages differs from other measures because the percentages
may mean different things.27 For each characteristic, after eliminating nursing
homes for which data is unavailable, the average percentages of residents with
the measured characteristics are calculated. Then, the statistical significance of
the differences for four basic groupings is tested: a) Church-related nursing
homes, b) for-profit nursing homes, c) other non-profit nursing homes and d)
government nursing homes.
Inspection outcomes and resident characteristics are also correlated
with the religious elements, that is, they are measured by utilizing the survey
data set conducted among nursing homes for this study in VA. While
measuring the effectiveness of each nursing home ownership group, some
other independent variables, as indicated above, were calculated alongside the
religious element measurement. The classification of affiliation facilitated the
27

Center for Medicare and Medicaid Services,
http://www.cms.gov/NursingHomeQualityInits/Downloads/NHQIQMUsersManual.pdf.
(accessed November
23, 2010).
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performance comparison of church-related nursing homes with the other three
groupings. One important point here is that CMS eliminates extreme cases
from the data processing in order to bring measurement conditions of each
service provider close to one another, since service recipients’ conditions are
different at the time of check in. Therefore, the quality measures are riskadjusted by taking into consideration the characteristics of patients while
scoring the agencies performance.
FINDINGS
Sample Size and Ownership Characteristics
There are a total of 287 CMS certified nursing homes in the state of
Virginia (see Table 4). The number of survey participant nursing homes for
this study is 218. Therefore, the response rate is 75.9 percent, which is
considered a good response rate.28 Table 5 shows the number and percentage
of nursing homes according to each ownership type with a comparison of two
different data sets in the state of Virginia. The OSCAR (Online Survey,
Certification and Reporting) data is collected by the Center for Medicare and
Medicaid Services (CMS), 'the survey' column indicates data figures which
were collected by the researchers of this study.
Table 4: Response Rate
Responded

Not Responded

Total

N

218

%

75.96%

N

69

%

24.04%

N

287

Table 5 reveals that according to CMS' OSCAR data there are 12
government-related nursing homes, while the survey for this study indicates
that there are 6 government-related nursing homes. CMS' OSCAR data
indicates that there are 69 (24%) nonprofit secular nursing homes in Virginia.
However the survey data for this study reports 49 (22.5%) nonprofit secular
nursing homes. The OSCAR data shows that majority (67%) of registered

28

Peter M. Nardi, Doing Survey Research: A Guide to Quantitative Methods, (Pearson
Education, Inc., 2nd Edition, 2006), 123; see also, The Robert Wood Johnson Foundation,
“RWJF Guidelines for Funding and Releasing Polls and Surveys,”
http://www.rwjf.org/content/dam/farm/reports/reports/2012/rwjf400069 (accessed
September 13, 2015).
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nursing homes in Virginia are for-profit nursing homes, which was supported
by findings of the survey for this study (61.5%).
Table 5: Number and Percentage of Nursing Homes by Type of
Ownership
OSCAR

The Survey

12

6

4.2%

2.8%

69

49

24.0%

22.5%

193

134

67.3%

61.5%

13

29

4.5%

13.2%

287

218

Government-related

NPO- Not Church-related

For-profit

NPO-Church-related

Total

Table 5 shows that there are 29 (13.3%) church-related nonprofit
nursing homes at the time of the survey for this study. This number is greater
than the number that is provided by CMS in the same category. As Ragan29
indicated there are variations between CMS' data sets and other data sets,
particularly when it comes to 'church affiliation' ownership type, since it
means different things to different people. Therefore, all statistical tests and
their interpretations regarding ownership type are based on the data set that
was collected particularly for this study from nursing homes in Virginia.
Table 6: Religiosity Levels of Nursing Homes

Q2

Survey Questions
Does the mission statement
of your organization have
any explicitly religious
29

DON’T
KNOW

YES

NO

NA

MISSING

TOTAL

N

20

198

218

%

9.17

90.83

100

Mark Ragan, The Rockefeller Institute, “Faith-Based vs. Secular: Using Administrative
Data to Compare the Performance of Faith-Affiliated and other Social Service Providers,”
ed. Mark Ragan, The Roundtable on Religion and Social Welfare Policy,
http://www.rockinst.org/pdf/faith-based_social_services/2004-12-faithbased_vs_secular_using_administrative_data_to_compare_the_performance_of_faithaffiliated_and_other_social_service_providers.pdf (accessed September 12, 2015).
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references?

Q3

Q4

Q5

Q6

Q7

Q8

Q9

Q10

Q11

Q12

Q13

Was your organization
founded by a religious
group or entity?
If your organization is
currently affiliated with an
external entity, is that entity
religious?
Does your organization
accept any financial or nonfinancial support (including
volunteer help) from any
religious group or entity?
Are there any sacred
images or religious
symbols, such as a cross,
crucifix, or star of David,
present on public display in
your organization?
Is the board of your
organization controlled by
explicitly religious
members?
Is selection of senior
management at your
organization based upon
religious commitment and
affiliation?
Does faith or religious
commitment play an
important role in making
hiring decisions of staff at
all levels of your
organization?
Do you agree with the
following statement;
“Religious commitment
might have a role in
making hiring decisions of
staff at all levels in this
organization.”?
Is there any organized
religious practice, such as a
staff bible study group, for
personnel at your
organization?
Is there any form of prayer
at staff meetings at your
organization?
Is there a chaplain
employed at your
organization?
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N

28

177

10

3

218

%

12.84

81.19

4.59

1.38

100

N

20

147

51

218

%

9.17

67.43

23.3
9

100

N

153

64

1

217

%

70.18

29.36

0.46

99.54

N

52

165

1

217

%

23.85

75.69

0.46

99.54

N

8

184

26

218

%

3.67

84.4

11.93

100

N

2

214

2

216

%

0.92

98.17

0.92

99.08

N

2

206

8

2

216

%

0.92

94.5

3.67

0.92

99.08

N

8

207

3

215

%

3.67

94.95

1.38

98.62

N

7

211

218

%

3.21

96.79

100

N

31

185

%

14.22

84.86

N

67

150

%

30.73

68.81

2

216

0.92

99.08

1

217

0.46

99.54

17

Journal of Religion and Business Ethics, Vol. 3 [2015], Art. 22

Q14

Q15

Q16

Q17

Q18

Q19

Are there any voluntary
chaplain or missionary
visits by religious groups to
your organization?
Is there any policy that
bans religious volunteer
groups’ visits to your
organization?
Is there any religious
activity, including
ecumenical services, made
available for residents at
your organization?
Are residents apprised of
the opportunity to
participate in any religious
activity at your
organization, or outside of
your organization, at some
other venues?
Is any sort of religious
material made available for
residents’ use at your
organization?
Does your organization, in
any way, use religious
values and motivations to
encourage clients to change
their behaviors or to cope
with health problems that
they might have?

N

199

17

2

216

%

91.2844

7.79817

0.92

99.08

N

5

212

1

217

%

2.29

97.25

0.46

99.54

N

208

10

218

%

95.41

4.59

100

N

197

18

%

90.37

8.26

N

164

53

%

75.23

24.31

N

33

183

%

15.14

83.94

3

215

1.38

98.62

1

217

0.46

99.54

2

216

0.92

99.08

Note: Cronbach’s Alpha for the scale obtained by adding these 18 questions is
0.698 (=0,7), therefore these 18 items constitute a reliable scale.
Table 6 above provides the distribution of answers given to the survey
questionnaire. As it can be seen in this table, some nursing homes provided
“Don’t Know” and “Not Applicable” responses to some of questions. There
are also some missing cases for the questions. Given the small size of the
entire sample, we recoded all of the “Don’t know” and “Not Applicable”
response categories as well as the missing cases in order to retain as much data
as possible. The recoding strategy used is as follows. The choices, “Don’t
Know” “Not Applicable” and “Missing Cases” are recorded according to the
highest percentage of all the nursing homes in the same type of ownership. For
instance, Table 7 below, shows the breakdown of all of the responses given to
the question 3 for all ownership types.
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Table 7: Funding by Religious Group or Entity by Type of Ownership
Type of Ownership
Governmentrelated

NPO- Not
Church-related

For-profit

NPO-Churchrelated

Yes

0

2

2

24

28

%

0

4.08

1.49

82.76

12.84

No

6

44

125

2

177

%
Do not
Know

100

89.80

93.28

6.90

81.19

0

3

4

3

%
Not
Applicabl
e

0

6.12

2.99

10.34

0

0

3

0

%

0

0

2.24

0

1.38

Total

6

49

134

29

218

Total

10
4.59

3

As the table above indicates, there was a total of 10 “Don’t know”
responses to the question, “Was your organization founded by a religious
group or entity?” These responses were recorded according to the highest
percentage of all of the nursing homes in the same type of ownership. That is
to say, responses of the three NPO-Not Church-related nursing homes which
provided the “Don’t know” response to this question were coded as “No”
because a vast majority (89%) of the nursing homes in this ownership type
responded “No” to this question. Similarly, the responses of the four nursing
homes from the “for-profit” nursing homes which said “Don’t know” to the
same question were recoded as “No” because an overwhelming majority
(93.28%) of the for-profit nursing homes answered this question as “No.”
However, the responses of the 3 church-related nursing homes were recorded
as “Yes” because 82.76% of all of the nursing homes in this ownership
category said “Yes’ to this question. There are only 3 nursing homes which
selected the “Not Applicable” answer for this question, and all of these 3
nursing homes are for-profit organizations. These responses were recoded as
“No” too, since 93.28% of the for-profit nursing homes are in this category.
We followed the same recoding pattern for all of the questions for which
“Don’t know” “Not Applicable” and/or “Missing cases” were recorded, except
for question 4. The fourth question of the survey asked “If your organization is
currently affiliated with an external entity, is that entity religious?” Since “Not
Applicable” obviously means no affiliation, which also means no religious
affiliation, therefore these responses were recoded as “No.”
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Institutional Characteristics by the Ownership Type
Table 8 shows that 82 percent of for-profit nursing homes in Virginia
are part of a chain ownership with the highest rate. CMS considered chain
affiliation as one of the variables that might have an influence on performance
of nursing homes, since chain affiliation might mean more available resources.
In the same table, 45 percent of church-related nursing homes are part of a
chain ownership type while government-related nursing homes have the
lowest rate of chain affiliation with 33 percent. Overall, about 68 percent of
nursing homes are affiliated with chain ownership in Virginia. There are only
about eight percent of nursing homes affiliated with a hospital in Virginia.
The hospital affiliation is highest among nonprofit secular nursing
homes, while it is the lowest among for-profit nursing homes. CMS considers
hospital affiliation as one of the variables that might have a role in patient
outcomes. The table shows that 200 out of 218 survey respondent nursing
homes are not affiliated with, or part of a hospital. There are only nine out of
49 (18%) secular nonprofit nursing homes are affiliated with a hospital.
Secular nonprofit nursing homes are followed by government-related nursing
homes with about 17 percent, and church-related nursing homes with a 6.9
percent hospital affiliation rate. For-profit nursing homes scored the lowest in
this category with about 4 percent (5 out of 134 for-profit nursing homes).
Table 8 reveals that there is no significant difference in occupancy
rates among all four types of nursing homes in Virginia. For-profit nursing
homes are the most populous nursing homes with a little more than 102
residents per nursing home on average. In the same table, faith-based nursing
homes have about 68 residents per nursing home on average. In terms of
occupancy rate, the table shows that, again, there are no significant differences
among nursing home groups. The occupancy rate is highest among secular
nonprofit nursing homes with about 89 percent on average, while it is about 87
percent on average among for-profit nursing homes.
Not surprisingly, government-related nursing homes have the highest
percentage (63.76%) of residents with Medicaid as their primary payment
method. However, religious nursing homes, on average, have the lowest
percentage (33.65%) of residents with Medicaid reimbursement, but these
nursing homes have the highest ratio (46.24%) of residents with private
insurance programs. The ratio of residents with Medicare payment is highest
among secular nonprofit nursing homes, and it is lowest among government
nursing homes. The percentage of private payment is the lowest among
government nursing homes. These figures support the notion that churchrelated nursing homes are less dependent on government reimbursement than
other types of nursing homes. This leads to higher payment rates, and in
return, more available resources for residents of church-related nursing
homes.30

30

Ibid., Amrikhanyan, Kim and Lambright, 2009.
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Table 8: Institutional Characteristics of Nursing Homes in Virginia by the Ownership Type
Government-related

NPO- Not Church-related
Std.
Dev.

Min

Max

0.98

3

9

0.52

--

--

0.41

--

5.7

2.62

168

96

76

100

16.67

% Medicare

Min

Max

Mean

4

7

--

--

--

--

5.2
0.33
(2)
0.17
(1)

3.83

10.39

19

% Occupied Beds
% Medicaid ***

Mean

For-profit

NPO-Church-related

Std.
Dev.

Min

Max

Mean

Std.
Dev.
1.46

6

18

0.38

--

--

0.21

--

1.40

2

11

0.51

--

--

--

6.73
0.49
(24)
0.18
(9)

0.39

--

--

5.69
0.82
(110)
0.04
(5)

2.46

8.6

4.18

1.22

2.13

10.7

3.83

0.95

57.86

6

296

95.98

64.08

4

278

102.2

87.17

10.68

46

100

88.73

9.69

4

100

97.53

63.76

33.1

0

100

50.01

31.62

0

0

83.33

17.2

32.5

0

100

25.76

24.96

% Private ***

0

60

24.32

0

74.5

Resident Groups

--

--

19.04
0.83
(5)

0.4

--

--

24.23
0.94
(46)

Religiosity ***
Chain
Ownership***
Hospital Related
**
Staff Hours ***
Number of
Residents *

Min

Max

Mean

Total
Std.
Dev.
2.23

Mean

Std.
Dev.

0.47

0.26

6.56
0.68
(149)
0.08
(18)

4.45

1.01

4.04

1.14

352

68.41

65.9

96.16

57.51

3

100

87.52

18.02

87.39

12.79

22.71

0

69.6

33.65

20.64

54.33

26.48

19.69

17.18

0

83.33

20.11

16.8

21.04

19.65

20.35
0.94
(126)

19.17

12.22

100

25.45

--

--

24.63
0.94
(205)

21.79

0.24

46.24
0.97
(28)

0.51

--

10.55
0.45
(13)
0.07
(2)

2.48

7.02

51.66

3

86.88

12.63

90.91

59.96

0

100

18.75

0

100

0.24

--

--

0.19

2.22

0.28

0.24

7.8
23.3
5.63
3.4
23.3
13.37
5.62
3.4
26.5
13.67
6.05
5.6
25.1
5.8
13.62
5.94
Poverty Rate
18.63
12.77
Market
13
100
37
33
9
100
31
9
100
51
31
9
100
25
49
31
Concentration *
52
35
N
6
49
134
29
218
Note 1: Bold indicates lowest score while ‘bold and underlined’ indicates highest score between types of ownership. *Relationship is significant at * P <.05, ** P < .01, ***
P < .001 value.
Note 2: Values in parentheses are the numbers of observed cases for categorical variables (Chain Ownership, Hospital Affiliation and Presence of Resident Councils).Also
note that significance levels for categorical and dichotomous variables Chi-Square Test significance levels are reported. For other (scale) variables significance levels for
ANOVA (means test) significance levels are reported.
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The table above shows that, on average, 94 percent of nursing homes
in Virginia have organizational resident groups. It is argued that organizational
resident groups might have an influence on how a nursing home is managed.31
Although there are no significant differences among ownership types in regard
to presence of organizational resident groups at nursing homes in Virginia,
church-related nursing homes have highest rate with 97 percent and
government-related nursing homes have the lowest rate with 83 percent.
As an important indicator of the quality of service provided in
nursing homes, total staff hours per resident per day is highest among
government-related nursing homes with 5.70 total staff hours and lowest
among for-profit nursing homes with 3.83. Church-related nursing homes have
second highest total staff hours per resident per day with 4.45. Lower rates of
staff hours per resident per day indicate profitability oriented management
type. In this regard, it makes sense why for-profit nursing homes have the
lowest staff hours per resident per day.
A high poverty rate in a county may require the government to step in
to provide nursing home services. Table 8 indicates that government nursing
homes are clustered in the counties that have highest poverty level. Churchrelated nursing homes are clustered in counties that have the lowest poverty
rate. These indicators are consistent with the payment type indicators that were
mentioned above; government-related nursing homes have the highest
Medicaid reimbursed residents, and church-related nursing homes do not only
have the lowest Medicaid reimbursed residents, but also have the highest
percentage of out-of-pocket payer residents.
Market concentration verses market competition might have an
impact on a nursing homes' performance. Secular nonprofit nursing homes
have the highest average value of Herfindahl index score (52). This indicates
that these nursing homes, in general, provide services in the least competitive
environments, followed by government-related nursing homes and then forprofit nursing homes. However, faith-based nursing homes have the lowest
market concentration score (35) which is an indication that religiously
affiliated nursing homes are operating in the most competitive markets. On the
other hand, these nursing homes are mostly located in areas where poverty
levels are relatively lower. These two indicators, market concentration index
and poverty levels, might mean that church-related nursing homes are mostly
nested in urban centers.
Table 9 reports that, on average, church-related nonprofit nursing
homes have the highest level of religiosity scores (10.6 out of 18) followed by
secular nonprofit nursing homes (6.7). Government-related nursing homes, on
average, have the lowest religiosity scores (5.2). For-profit nursing homes
have slightly higher scores (5.7) than government-related nursing homes.
Government-related nursing homes' religiosity level ranges between 4 to 7
31

CMS' web site, 2010 and Amirkhanyan, Kim and Lambright, 2009.
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while church-related nursing homes' religiosity score ranges from 6 to 18.
Secular nursing homes' and for-profit nursing homes’ religiosity scores ranges
from 3 to 9 and from 2 to 11 respectively.
Table 9: Religiosity Scores by Type of Ownership
Type of Ownership
Government-related

Mean

Minimum

Std. D
eviation

Maximum

5.2

4

7

.1

NPO- Not Church-related

6.7

3

9

1.4

For-profit

5.7

2

11

1.5

10.6

6

18

2.2

6.6

2

18

2.3

NPO-Church-related
Total

Figure 1 below presents a visual representation of the dispersion of
religiosity scores for four types of ownership. As it can be seen in the chart
that some of the nursing homes in the for-profit ownership type have the
lowest level of religiosity measure compared to all other groups. Religiosity
levels among for-profit nursing homes is clustered between levels of 4 to 7.
The most interesting scores are shown among church-related nursing homes in
the figure. Figure 1 reveals that there are church-related nursing homes that
have religiosity levels as low as 4 out of 18 and as high as 18, which is the
maximum possible religiosity score. Church-related nursing homes' level of
religiosity is clustered between 9 to 12 levels. The chart confirms that
religious nursing homes’ religiosity scores have the highest levels of variation.
As indicated in Table 9, religious nursing homes have the highest standard
deviation value (2.3) of religiosity scores. The figure clearly depicts that type
of ownership may not be adequate enough to determine the level of religiosity
at a particular nursing home. Although church-related nursing homes have
higher levels of religiosity scores on average, there are other types of nursing
homes which have higher religisoity scores compared to some church-related
nursing homes.
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Figure 1: Religiosity Scores by the Type of Ownership

Note: Data points on this figure are jittered 10% in order to show overlapping
data points. That is why the lowest score of 2 appears a little bit below 2.

Bivariate Correlations Between Independent and Dependent Variables
As Table 10 reports, the highest correlation observed between the
dependent and independent variables is -.258, which is the correlation between
Number of Residents and Post-Acute Patient Quality Measure. It is followed
by the correlation (-.221) between nonprofit church-related nursing homes and
the chronic care patient quality measure, which indicates that being a nonprofit
church-related nursing home is associated with a lower chronic care quality
score (better performance). All of the other correlations are closer to or less
than 200.

Table 10: Bivariate Correlations between Independent and
Dependent Variables

Indep
ende
nt
Varia
bles

Dependent variables

Government-related

https://via.library.depaul.edu/jrbe/vol3/iss1/22

Health
Deficiency
Score

Chronic Care
Quality
Measure

Post -Acute
Quality
Measure

-0.019

-0.025

-0.033
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For-profit

.177 **

.193 **

-0.061

NPO-Not Church-related

-0.101

-0.067

0.03

NPO- Church-related

-.124 *

-.221 **

0.063

Religiosity Score

-0.165

-0.194

0.083

Part of Chain

0.097

.154 *

-0.104

Hospital Affiliated

-0.112

0.068

0.141

Staff Hours

-.174 **

0.107

.194**

Number of Residents

.204 **

0.035

-.258 ***

% Occupied Beds

.135 **

-.174 **

-0.14

% Medicare

0.093

-0.008

-.145 **

% Medicare

-0.04

.174 **

0.055

% Private

-0.079

-.137 *

.132 *

Resident groups

.160 **

-0.043

-.193 **

Poverty Rate

-0.004

-0.026

0.069

Market Concentration

-0.112

-0.056

0.109

Note: * p. <0.1, ** p <.05, and *** p <.001

Two singinifcant correlations reported in the table, which are worth
mentioning are the correlations between church-affiliated nurshing homes and
health deficiency score (-.124) and church-affiliated nursing homes and
chronic-care quality measure (-.221). These correlations show that there is a
negative association between church-affiliated nursing homes and
effectiveness measures in the areas of health deficiency score related to
chronic care quality measure. Because negative scores imply better
performance in these two effectiveness measures, this means that churchaffiliated nursing homes perfom better compared to all other ownership types
in these two measures. However, the actual impact of church affiliation will be
tested with OLS regression, which controls for other factors.
The fact that the observed correlation coefficents reported in Table 10
are low is an indication that the associations between the independent and
dependent variables of this study are low. This might indicate that perhaps
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there are other factors (independent variables) which might have stronger
associations with the performance levels of the nursing homes. Since the
correlation coefficients measuring the associations between the dependent and
independent variables reported in Table 10 are low, it is more critical to test
the associations between these variables with OLS regression models. Lower
levels of associations (correlation coefficients) between the dependent and
independent variables are more likely to be explained away (disappeared) in
the regression models, which controls the impact of other independent
variables simultaneously.
Moreover, no significant correlation is observed between the
religiosity scores and health deficiency score, as well as the chronic care
quality measures and post-acute quality measures. OLS results show whether
the religiosity score will turn out to have any significant power over the
independent variabels of his research after controlling for other independent
variables.
What Type of Nursing Homes Do Better on Health Inspection Deficiency
Measures?
Table 11 reports OLS regression results for the models predicting all of
the three independent variables of this research. It shows that the religiosity
score and market concentration index have significant explanatory power in
the model predicting health inspection deficiency score. Standardized
coefficient values (in parentheses) indicate that the overall impact of the
religiosity score (-.173) on the health inspection deficiency is larger than
market concentration (-.161). Moreover, the B values of the religiosity score (2.878) indicate that a one unit increase in the religiosity score decreases the
health inspection deficiency score by 2.878 points. This also means that
nursing homes with the highest possible religiosity level (18) would have
51.80 (18 * 2.878= 51.80) points lower health inspection deficiency scores
compared to the nursing homes possessing the lowest possible religiosity score
(0). Similarly, one unit (percent) increase in market concentration is associated
with a .196 points decrease in health inspection deficiencies. The table below
shows that the church-related nonprofit nursing homes variable has no
significant p value atp. <0.1,p <.05, and p <.001 levels of measurement.
In conclusion, this regression model indicates that regardless of
ownership type and affiliation, more religious nursing homes tend to be more
effective than their less religious counterparts in health inspection deficiency
results. Since inspection deficiencies help us to understand how well a nursing
home is managed, this finding might be explained by the role of religion in
increasing the level of obedience to the rules and regulations put in place.32
32

Todd R. Clear and Melvina T. Sumter, “Prisoners, prison, and religion: Religion and
adjustment to prison,” Journal of Offender Rehabilitation, 35, (2002) 127-159; see also,
Michael E. McCullough and Brian L.B. Willoughby, “Religion, Self-Regulation, and SelfControl: Associations, Explanations, and Implications,” Psychological Bulletin, Vol. 135,
(2009) No. 1, 69–93.
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However, in the analysis, being faith-based did not yield any significant
results. Therefore, it is concluded that faith-based nursing homes are not more
effective than their secular counterparts in CMS health inspection deficiency
results.
Table 11: Unstandardized and Standardized (in parentheses) OLS
Regression Coefficients of Dependent Variables
Health33.429
Inspection
Deficiency
0.921
(0.008)

Long-Stay
Patient
60.189
Quality Care Measure
-9.795
(-0.168)

Short-Stay
56.5 Patient
Quality Measure
-4.196
(-0.083)

Religiosity Score

-2.878*
(-0.173)

-0.516
(-0.062)

0.689
(0.088)

Part of Chain Nursing Homes

5.94
(0.076)

3.972
(0.112)

-3.000
(-0.084)

Hospital Affiliated Nursing Home

-1.177
(-0.009)

4.757
(0.064)

-0.331
(-0.006)

Total Staff Hours

-1.263
(-0.040)

4.189*
(0.154)

0.854
(0.052)

Number of Residents

0.055
(0.085)

0.017
(0.057)

-0.05**
(-0.176)

Percentage of Occupied Beds

0.13
(0.03)

-0.323*
(-0.139)

-0.048
(-0.025)

Percent Medicare

-0.047
(-0.025)

0.185**
(0.182)

-0.003
(-0.004)

Percent Private

-0.088
(-0.049)

-0.028
(-0.034)

0.132**
(0.168)

20.078
(0.131)

0.956
(0.008)

-10.609
(-0.157)

0.176
(0.028)

-0.038
(-0.015)

0.121
(0.045)

-0.196*
(-0.161)

0.004
(0.008)

0.063
(0.117)

0.107**

0.162**

0.143**

(Constant)
NPO- Church-related NH

Presence of Organizational Resident
Group

Poverty Rate in the County
Market Concentration index
(Herfindalh)

R2

Note: * p. <0.1, ** p <.05, and *** p <.001
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What Type of Nursing Homes Do Better on Long-Stay Patient Quality Care
Measures?
As Table 11 shows, three independent variables significantly predict
variations in long-stay patient quality care. These three variables are: percent
of Medicare coverage, total staff hours and percentage of occupied beds.
Among these three variables, percent of Medicare coverage has the highest
impact (.182) on long-stay patient quality care measure in comparison to staff
hours (.154) and the percentage of occupied beds (-.139).
The negative sign for the percentage of occupied beds variable shows
higher values that are associated with lower levels of long-stay patient quality
care measures. Since, higher values in the dependent variable means poorer
performance in our statistical tests in this study, the finding indicates that
nursing homes with a higher percentages of occupied beds are performing
better. The unstandardized coefficient for the percentage of occupied beds
reveals that a one unit increase in the percentage of occupied beds is
associated with a .323 decrease in long-stay patient quality care measures.
However, this table reports that two variables, the percent of Medicare
(reimbursed) and staff hours, hold a positive association with the long-stay
patient quality care scores. In other words, nursing homes with a higher
percentage of Medicare-reimbursed patients and higher staff hours, on
average, have higher deficiency scores, which means that they tend to perform
poorly (higher long-stay patient quality care scores) on this measure. One unit
increase in percent of Medicare (reimbursement) is associated with 0.185
increases in the dependent variable, while one unit increase in total staff hours
per resident per day is associated with 4.189 higher long-stay patient quality
care scores.
Therefore, it is concluded that there is no statistically significant
difference between effectiveness of religion-related (church-affiliated) nursing
homes and their secular counterparts in improving their long-stay patients’
physical and mental health.
Similarly, the analysis shows that the religiosity score does not have a
significant contribution to the prediction of long-stay patients’ physical and
mental health. Regardless of ownership type affiliation, intensity of religious
inovolvement has no role in improving nursing homes’ long-stay patients’
physical and mental health.
What Type of Nursing Homes Do Better on Short-Stay Patient Quality Care
Measures?
According to Table 11, there are only two variables, which have
statistically significant explanatory powers in the model predicting variations
in short-stay patient quality care measures. These variables are the number of
residents and the percent of private pay patients. The number of residents
holds more explanatory power (-.176) compared to the percent of privately
paid patients (.168).
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These findings also suggest that these two variables are inversely
associated with the dependent variable, which is an indication that higher
number of residents, on average, are associated with lower short-stay patient
quality measure scores (better performance). However, the percentage of
private pay is positively associated with the dependent variable. One unit
increase in the percentage of private payment type is associated with. 132
increase in short-stay quality measures. Studies argue that nursing homes try
to avoid admitting residents with Medicaid reimbursement, which pays for
chronic care for low-income individuals. Medicare reimbursement, private
insurance and out-of-pocket payment types are more desirable for long term
care providers because of a higher cost-profitability ratio compared to
Medicaid reimbursement rates.33 Also, one unit increase in the number of
residents is associated with a -.050 decrease in short-stay patient quality
measures. In a hypothetical situation in which one nursing home has 50 and
the other has 100 residents, the second nursing home, controlled for all other
factors, is expected to have a 2.5 points lower score on this scale compared to
the first one.
The same table shows that there is no significant association between
the indicated independent variables: the church-related nonprofit nursing
homes and the religiosity score, and the dependent variable short-stay patient
quality care measure. Therefore, we find that there is no statistically
significant difference between religion-related (church-affiliated) nursing
homes’ effectiveness and their secular counterparts’ in improving their shortstay patients’ physical and mental health.
We also find that regardless of ownership type affiliation, there is no
statistically significant difference between effectiveness of more religious
nursing homes and their less religious counterparts in improving their shortstay patients’ physical and mental health.
Overall, we find no substential differences between church-affiliated
nursing homes and other types of ownerships in terms of effectiveness. As for
religiosity, it held significant explanatory power on only one of the three
effectiveness measures, which is health inspection deficiency. In addition,
regression models of this research indicated that — part of chain nursing
homes, hospital affiliated nursing home, presence of organizational resident
groups, and the poverty rate in a county — variables did not yield any
statistically significant explanatory power in the three regression models.
Relevant studies have been testing the affects of these variables and some have

33

The Lewin Group, “Update to Payer-Specific Financial Analysis of Nursing Facilities,”
http://www.lewin.com/~/media/Lewin/Site_Sections/Publications/2733.pdf (accessed
September 13, 2015); see also, Nicholas G. Castle and John Engberg, “Organizational
characteristics associated with staff turnover in nursing homes,” The Gerontologist, 46 (1)
(2006), 62-73; and Anna A. Amirkhanyan et al., “Faith-Based Assumption about
Performance: Does Church Affiliation Matter for Service Quality and Access?” Nonprofit
and Voluntary Sector Quarterly, 38 (3) (2009); 490-521.
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reported that some of these variables yielded statistically significant
explanatory powers in their models.34
DISCUSSION
Compared to previous similar studies, this study has some important
differences. First of all, this study looks into performance of faith-based
service provider nursing homes beyond a simple ownership type grouping.
With the relevant literature review, and data collection, this study placed
religion in the center of discussion. Therefore, the fundamental point is not to
discuss an ownership type, but to determine whether the degree of religious
involvement has an impact on organizations' performance.
Similar studies in long term care have come up short in ascertaining the
possible role of religion by not going beyond ownership type grouping.35 In
those studies, the possible role of religion in service outcome is speculated by
the type of ownership, but not with relevant data sets that provide helpful
insight about the degree of religious involvement in a particular organization.
To address this shortcoming of other studies in the field, this researcher
conducted a survey among all Medicare and Medicaid certified nursing homes
in the state of Virginia. The total religiosity score of each nursing home group
or ownership type is correlated to the stated three dependent variables besides
the other eleven interacting variables.
Findings of this study, in part, are consistent with those of
Amirkhanyan et al.36 and Knox et al.37 Amirkhanyan et al.38 found that certain
Anna A. Amirkhanyan et al., “Faith-BasedAssumption about Performance: Does Church
Affiliation Matter for Service Quality and Access?” Nonprofit and Voluntary Sector
Quarterly, 38 (3) (2009); 490-521; see also, Avner Ben-Ner and Ting Ren, “Does
Organization Ownership Matter? Structure andPerformance in For-profit, Nonprofit and
Local Government Nursing Homes” (paper presented at the anual conference of Alfred P.
Sloan Foundation’s Industry Studies in Boston, MA, May 1-2, 2008),
http://web.mit.edu/is08/pdf/Ben-Ner%26RenNH08.pdf (accessed September 12, 2015); and
David C. Grabowski and Richard A. Hirth, “Competitive Spillovers across Nonprofit and
for-profit Nursing Homes,” Journal of Health Economics. 22(1) (2003), 1-22.
35
Mark Ragan, The Rockefeller Institute, “Faith-Based vs. Secular: Using Administrative
Data to Compare the Performance of Faith-Affiliated and other Social Service Providers,”
ed. Mark Ragan, The Roundtable on Religion and Social Welfare Policy,
http://www.rockinst.org/pdf/faith-based_social_services/2004-12-faithbased_vs_secular_using_administrative_data_to_compare_the_performance_of_faithaffiliated_and_other_social_service_providers.pdf (accessed September 12, 2015); see also,
Kris J. Knox et al., “Comparative Performance and Quality Among Nonprofit Nursing
Facilities in Texas,” Nonprofit and Voluntary Sector Quarterly, 35(4) (2006), 631-667; and
Anna A. Amirkhanyan, Hyun Joon Kim, and K. T. Lambright “Faith-BasedAssumption
about Performance: Does Church Affiliation Matter for Service Quality and Access?”
Nonprofit and Voluntary Sector Quarterly, 38 (3) (2009); 490-521.
36
Anna A. Amirkhanyan et al., “Faith-BasedAssumption about Performance: Does Church
Affiliation Matter for Service Quality and Access?” Nonprofit and Voluntary Sector
Quarterly, 38 (3) (2009); 490-521.
34
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organizational and environmental factors are more influential than the faithbased character in comparison to the quality of nursing home services.
Similarly, Knox et al.39 conducted a study that evaluated the economic
efficiency of nonprofit nursing homes in Texas. Their study did not find any
difference in the quality of care provided among nonprofit nursing homes. On
the other hand, the findings of this study contrasted findings of Ragan40 and
Weisbrod and Schlesinger.41 These two studies found a correlation between
the religious affiliation of nursing homes and their performance. The
difference between these two studies and current study might be due to the
methodological approach to the subject. The current study, evaulated the
possible impact of different variables on performance of the nursing homes in
review.
Policy Implications
As the public awareness about healthcare related issues has increased
in the United States, practitioners and policy makers are more concerned about
the quality of care provided in healthcare organizations. As the U.S.
population ages, and the number of service recipients increases, more attention
is being given to long term care providers, particularly nursing homes.
Variables that influence quality of care, cost-benefit parameters, accessibility
of care, adequacy of government oversight, and enforcement mechanisms
contribute to debates in policy making circles. These debates over policy
effectiveness and its ability to increase the performance of nursing homes and
improve over-all well being of service recipients, continue at both the state
and national levels.42
Kris J. Knox et al., “Comparative Performance and Quality Among Nonprofit Nursing
Facilities in Texas,” Nonprofit and Voluntary Sector Quarterly, 35(4) (2006), 631-667.
38
Anna A. Amirkhanyan et al., “Faith-BasedAssumption about Performance: Does Church
Affiliation Matter for Service Quality and Access?” Nonprofit and Voluntary Sector
37

Quarterly, 38 (3) (2009); 490-521.
Kris J. Knox et al., “Comparative Performance and Quality Among Nonprofit Nursing
Facilities in Texas,” Nonprofit and Voluntary Sector Quarterly, 35(4) (2006), 631-667.
40
Mark Ragan, The Rockefeller Institute, “Faith-Based vs. Secular: Using Administrative
Data to Compare the Performance of Faith-Affiliated and other Social Service Providers,”
ed. Mark Ragan, The Roundtable on Religion and Social Welfare Policy,
http://www.rockinst.org/pdf/faith-based_social_services/2004-12-faithbased_vs_secular_using_administrative_data_to_compare_the_performance_of_faithaffiliated_and_other_social_service_providers.pdf (accessed September 12, 2015).
41
Burton A. Weisbrod and Mark Schlesinger, “Ownership and Regulation in Markets with
Asymmetric Information: Theory and Empirical Application to the Nursing Home Industry,”
in The Economics of Nonprofit Institution, ed. Susan Rose-Ackerman, (New York, NY.
Oxford University Press, 1986), 133-151.
42
Mark Ragan, The Rockefeller Institute, “Faith-Based vs. Secular: Using Administrative
Data to Compare the Performance of Faith-Affiliated and other Social Service Providers,”
ed. Mark Ragan, The Roundtable on Religion and Social Welfare Policy,
http://www.rockinst.org/pdf/faith-based_social_services/2004-12-faith39

Published by Digital Commons@DePaul, 2015

31

Journal of Religion and Business Ethics, Vol. 3 [2015], Art. 22

As discussed above, this study did not find any substantial differences
between FBOs and their secular counterparts, as well as more religious versus
less religious nursing homes, with the exception of health inspection
deficiency results. Scholarly research findings are mixed and inconclusive. It
is obvious that there is a need for more robust methods to determine whether
there is a measurable difference between these two mentioned types of service
providers. This point is important, because the government cannot simply give
away tax-payers' money without holding recipients accountable for outcomes
of services provided.
It is argued that there is an isomorphism in the field of nursing home
care, and the reason for that might be broad government regulations. Both
state and federal agencies require Medicare and Medicaid certified nursing
homes to comply with various regulations in order to place minimum
standards for the safety and well-being of residents.43
It is clear that the financial health of an organization has an important
impact on services provided. This is no different for nursing home settings. As
findings of this research reveal, the number of residents, the percentage of
occupied beds and the payment type variables produced statistically
significant results in the above-mentioned regression models. These variables
directly affect a nursing home's fiscal state. While the 'number of residents'
and 'private pay' variables have statistically significant explanatory power in
short-stay patient quality care measure, the 'percent of occupied beds' and
'percent of Medicare reimbursed patients' variables have statistically
significant explanatory power in long-stay patient quality care measure. These
findings imply that it may be beneficial for consumers to know the fiscal state
of the nursing home where they consider receiving service.
Competition is considered a good thing for consumers and for the
betterment of services. However, the analyses of this study found that the
market concentration index is negatively associated with health inspection
deficiencies. This means that more competition may possibly have a harmful
impact on long-term service providers. Parallel to the finding of this study,
Knox et al.44 found that urban facilities have lower quality than their rural
counterparts. Urban areas are usually considered more competitive than rural
areas. The harmful impact of competition, if there is any, may be minimized
by giving umbrella organizations and associations in the industry more
based_vs_secular_using_administrative_data_to_compare_the_performance_of_faithaffiliated_and_other_social_service_providers.pdf (accessed September 12, 2015); also see,
Anna A. Amirkhanyan et al., “Faith-BasedAssumption about Performance: Does Church
Affiliation Matter for Service Quality and Access?” Nonprofit and Voluntary Sector
Quarterly, 38 (3) (2009); 490-521.
43
Anna A.Amirkhanyan et al., “Faith-BasedAssumption about Performance: Does Church
Affiliation Matter for Service Quality and Access?” Nonprofit and Voluntary Sector
Quarterly, 38 (3) (2009); 490-521.
44
Kris J. Knox et al., “Comparative Performance and Quality Among Nonprofit Nursing
Facilities in Texas,” Nonprofit and Voluntary Sector Quarterly, 35(4) (2006), 631-667.
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regulatory power. An effective self regulation of the sector with government
oversight might produce better results for both consumers and service
providers.
Recommendations for Future Studies
A mixed method of qualitative and quantitative research design has the
potential to provide more in-depth analyses. The role of religious intervention
in service provision might not be completely revealed solely by cross-sectional
studies. The religious intervention of the service provision should also be
observed by talking to and listening to administrators and staff of service
provider organizations as well as service recipients.45 In this regard, with a
narrative approach, residents of both faith-based nursing homes and secular
nursing homes should be interviewed and asked about their opinion of
religious or non-religious intervention in the services provided. Obviously,
observation and interpretation will have a key role in this method.
Determining the intensity of religious involvement at different levels
for organizations is important. For instance, a social service provider
organization might be established by a church or congregation, but over time
the very same organization might be sold to or partnered with a secular entity
to deliver the same social services. Being established by a religious
organization might not mean the organization is a faith-based organization in
these sorts of cases. Therefore, the level of religious involvement or the
intensity of the religious element in a particular program or organization needs
to be determined in order to make more reliable predictions about the possible
role of religion in organizational performance. Studies conducted by Monsma
& Soper46 and by Sider & Unruh47 provide good examples of this sort of
approach.
It might be more interesting and more revealing to study the possible
role of religion in service outcomes in areas where less state and federal
government regulations are in place. For instance, studying nursing homes that
are not certified by Medicare and Medicaid might be more revealing about the
true religious character of a service provider.48
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